what thickened, the false vocal cords are swollen and congested, the true vocal cords do not approximate well in the posterior region, and the general impression given is that of subacute laryngitis. No sign of ulceration is present; in the inter-arytenoid region there is swelling of the mucous membrane. The pharynx is generally congested. In the nose there is a septal spur, but no nasal obstruction.
The case is shown with a view to obtaining opinions as to diagnosis and treatment. I am inclined to look upon it as a case showing very early tubercular tendency.
DISCUSSION.
Dr. H. J. BANKS DAVIS: Mr. Potter has asked me to show this case for him. The vocal cords are rounded and pink; Wassermann's reaction is negative; there are no tubercular signs in the chest. The exhibitor particularly wished,to know whether members thought the edge of the epiglottis was affected or not.
Dr. DUNDAS GRANT: I think there is in this case well-marked functional aphonia. There is a perverse movement of the cords: as soon as the patient is instructed to phonate, the cords appear to be coming together, and the arytsenoid cartilages actually meet, but when the vibrating part in front of the vocal processes comes forward, the aryteenoid cartilages at once move away by a perverse action of the lateral crico-arytwenoid muscles, as if there were paralysis of the aryt&enoid muscle. There is thus produced that triangular air space behind the vocal processes which is characteristic of some cases of hysterical aphonia. The cords are much congested, and the laryngitis would account for hoarseness, but not for the aphonia. Sir Morell Mackenzie used to teach that it was important first to subdue the laryngitis when present with functional aphonia. In this case the laryngitis should be treated and then the methods we have been discussing to-day for functional aphonia might be tried.
Dr. JOBSON HORNE: The remarks made by me with reference to Sir William Milligan's case of " functional aphonia " are also applicable to this case.
Mr. TILLEY: I examined this patient before he had been tired by a series of examinations, and I do not agree that it is functional aphonia. He has a very bright red palate and an cedematous uvula; the vocal cord, larynx and epiglottis are red, and the last-named is somewhat thickened at its upper edge. I think it is chronic laryngitis, tending to the hyperspastic type. He is smoking an enormous number of cigarettes a day, and if they were vetoed and treatment with iodide of ammonia carried out, I think he would do well. If it were functional aphonia, he would be able to cough, but he cannot.
Major KENT HUGHES: I think it is a tubercular infiltration, as distinct from tubercular laryngitis; there is swelling of mucous membrane, especially in the interarytinnoid space. He will certainly be found to have a slight though constant temperature. I have watched this type of case for the past ten years, and sometimes as long as three years after they come complaining of sore throat, they develop physical signs in the chest--sometimes they develop them as early as two or three months after the first symptoms. The early change in the thickness of mucous membrane is seen when the aryta3noids are beginning to come together. The condition may stop at that until late in life. I am sure there is a danger that, if left alone, this patient may develop pulmonary phthisis.
The PRESIDENT: The man has very marked laryngitis, especially at the posterior brim, and the ventricular bands are swollen. I think the behaviour of"the arytenoids is brought about by some swelling in them, or infiltration of muscle. It may turn out to be tubercle, but it certainly is not a case of pure functional aphonia.
Dr. WATSON WILLIAMS: I think it is often very important to investigate the condition of the nasal accessory sinuses in cases like the one under discussion. Cases due to trouble there may so closely simulate functional aphonia as to be mistaken for it, the cause being constant reinfection from a latent sinusitis. One patient, a soldier, was brought to me for functional aphonia, because he did not get better and he was losing so much time. I found a latent infection of one antrum at least, and two days after simply washing it out the voice was restored. There was no shock before the aphonia came on. I recommend washing out the maxillary antra in the case shown and examining the secretions.
Potter: Traumatic Injury to the Nose Mr. CLAYTON Fox: Did the aphonia come on suddenly or gradually?
If suddenly, probably the condition is psychic in origin. The jerky movements of the cords on phonation are due to swelling of the mucosa and inflammatory infiltration of the muscles.
Dr. H. J. BANKS DAVIS (replying for Mr. POTTER): The voice became worse slowly and gradually. Personally I was unable to see the cords, the patient being tired and weary of examination; be has enlarged tonsils, and probably adenoids as well, and I should suggest their removal as a preliminary. (March 3, 1916.) Traumatic Injury to the Nose. By COUBRO POTTER, F.R.C.S.Ed.
A. P., PRIVATE, was shot through the nose and the left eye. The injury to the nose is peculiar; the nasal bones have both been depressed but remain whole, although the bullet entered from the side; the nasal septum has been partly destroyed. I should like to have opinions as to operation, whether the nasal bones should be raised and the deformity thus removed, or should the case be left alone ?
Mr. TILLEY: As the deformity is so handicapping, I think it would be possible to make an incision down the side of the nose, reflect the soft parts, and then raise the nasal bones, which are now crushed in. The lower part of the nose would be more difficult to treat, because of the loss of cartilage there.
A plastic operation might be the best solution in dealing with that region. (March 3, 1916.) Case of Bilateral Dacryocystitis in a Syphilitic Child. By COUBRO POTTER, F.R.C.S.Ed. Q. H., AGED 12. No history is obtainable as the child was sent to, me from a workhouse infirmary. On examination, both sidesof the nose were full of offensive-smelling crusts and the septum was almost completely gone; there was atresia of the left nostril and scarring of the post-pharyngeal wall. The uvula was absent.
Opinions are asked as to the method of treatment.
